A 78-year-old man with a history of pancreaticoduodenectomy for symptomatic serous cystadenoma of the pancreatic head came to our hospital with acute ascending cholangitis. MRCP revealed a large filling defect in the common hepatic duct ([Fig. 1](#fig1){ref-type="fig"}A) with dilatated intrahepatic ducts ([Fig. 1](#fig1){ref-type="fig"}B). ERCP was performed with an adult colonoscope because of the patient's altered anatomy. A cholangiogram showed dilatated right and left intrahepatic ducts and a severely dilatated common hepatic duct, with a large stone blocking the takeoff of the right and left intrahepatic ducts. Attempts for removal of the stone with an extraction balloon were unsuccessful ([Fig. 1](#fig1){ref-type="fig"}C). Portions of the stone were fragmented and were removed by the combined use of a grasping device, lithotripsy basket, snare, and retrieval basket. The entire stone could not be removed. Two stents were placed. The patient underwent repeated ERCP 1 month later. The stents were removed. A cholangiogram showed a 2-cm stone inside the common hepatic duct at the bifurcation. Cholangioscopy showed a large stone within the cystically dilatated common hepatic duct. The stone was partially fragmented by the cholangioscope and electrohydraulic lithotripsy (EHL). Because the cholangioscope could not be lined up with a large fragment of the stone located in a dependent portion of the common hepatic duct ([Fig. 1](#fig1){ref-type="fig"}D), a 4.4F sphincterotome was used to guide the EHL probe ([Fig. 1](#fig1){ref-type="fig"}E). EHL was performed by use of a water jet from the colonoscope ([Fig. 1](#fig1){ref-type="fig"}F). The stone fragments were removed successfully by a combination of a grasping device, retrieval basket, and extraction balloon. Two stents were placed ([Fig. 1](#fig1){ref-type="fig"}G). The patient underwent repeated ERCP 6 weeks later. The stents were removed. The cholangiogram showed a residual common hepatic duct stone. High-definition cholangioscopy demonstrated a stone within the cystically dilatated common hepatic duct. The stone was fragmented to small fragments by use of the cholangioscope and lithotripsy probe, and the fragments were removed with an extraction balloon ([Fig. 1](#fig1){ref-type="fig"}H). An occlusion cholangiogram did not demonstrate any residual stones ([Fig. 1](#fig1){ref-type="fig"}I). No stents were placed. In conclusion, the combination of cholangioscopy and EHL is a useful treatment option for the management of large biliary stones in patients with altered anatomy after pancreaticoduodenectomy ([Video 1](#appsec1){ref-type="sec"}, available online at [www.VideoGIE.org](http://www.VideoGIE.org){#interref0010}), and a sphincterotome could potentially be used to guide the EHL probe in the removal of difficult-to-access stones.Figure 1**A,** Large filling defect in common hepatic duct on MRCP. **B,** Dilated intrahepatic ducts on MRCP. **C,** Unsuccessful attempt at removal of stone with extraction balloon. **D,** Electrohydraulic lithotripsy probe could not be lined up with a large fragment of the stone due to the stone\'s location. **E,** Use of sphincterotome to guide the electrohydraulic lithotripsy probe. **F,** Electrohydraulic lithotripsy. **G,** Two stents placed after second ERCP. **H,** Removal of stone fragments with extraction balloon. **I,** No residual stone on occlusion cholangiogram at the end of the third ERCP.
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Video 1Successful management of a very large common hepatic duct stone in a patient with pancreaticoduodenectomy by use of cholangioscopy and electrohydraulic lithotripsy.Video Script

Written transcript of the video audio is available online at [www.VideoGIE.org](http://www.VideoGIE.org){#intref0010}.
